In four of these patients, a small fetal urinary bladder was identified sonographically. Serial examinations were made over a 2-hr period in two, and no bladder filling or emptying was observed (Fig. 2) . In three patients the pregnancy was terminated on the basis of sonographic findings, and in one, termination was necessary because of severe chronic maternal hypertension. There were two livebom infants, one of whom died in the first 1 2 hr of life. In all six, the postmortem or postnatal findings were consistent with the sonographic findings.
In six patients, the fetal kidneys and bladder were not identified sonographically. (Fig. 1) . This time period is also important because any gross, life-threatening anomalies should be recognized before 20 weeks if a therapeutic abortion is to be performed.
The sonographic diagnosis of oligohydramnios in our patients was based on subjective criteria (Fig. 1) (Fig. 3) (Fig. 2) . In the seventh patient, no fetal kidneys were identified sonographically, and a single cystic dysplastic kidney was noted on postmortem examination. The failure to visualize a fetal bladder suggested nonfunction of the kidneys.
The sonographic findings played a role in electively terminating four of the six pregnancies, and all four had findings on postmortem examination that were incompatible with extrauterine viability (i.e., bilateral renal agenesis, cystic renal disease, either bilateral or with agenesis of the contralateral kidney, or severe hydronephrosis with pulmonary hypoplasia).
Two patients had unilateral urinary tract disease. Sonography was able to identify the anomaly in one of these. In the other, the solitary pelvic kidney was not identified, possibly because of its ectopic location. As previously discussed, fetal hypoxemia probably contributed to the development of ohgohydramnios in these two patients.
One patient had a horseshoe kidney, a urinary tract anomaly not causally related to oligohydramnios.
The fetal kidney was not identified, again, possibly because of its ectopic location.
In three of six patients without urinary tract anomalies on postmortem examination or postnatally, no fetal kidneys or bladder were identified sonographically.
The poor fetal/fluid interface as a result of severe oligohydramnios most likely contributed to the nonvisualization of the kidneys. The bladder was not identified presumably because of the lack of fetal urine production.
In conclusion, sonographic detection of ohigohydramnios between 1 6 and 30 weeks is associated with a poor prognosis and a high frequency of urinary tract anomalies. Because of this, a careful examination of the fetus should be performed with special attention to the fetal kidneys and bladder along with dynamic sonographic assessment of fetal urine production, if indicated.
This information can then be used in developing a rational maternal and fetal management strategy.
